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F 000 | INITIAL COMMENTS F 000
A recertification survey and complaint
investigation #43566 were completed on 3/12/18 /
to 3/14/18 at Trevecca Center for Rehabilitation /
and Healing, LLC. No deficiencies were cited /
related to the complaint investigation. /
Deficiencies were cited for the recertification /
survey under 42 CFR PART 483, Requirements ,
for Long Term Care Facilities. /
F 725 | Sufficient Nursing Staff / F 725 F725 4-10-2018
Ss=D | CFR(s): 483.35(a)(1)(2) Staffing patterns and job responsibilities

for 5th floor CNAs were reviewed. In

§483.35(a) Sufficient Staff. .

The facility must have sufficient nursing staff with rCeli’Iliv Ofsg’fﬁng LT We:f é LiN;and 4

the appropriate competencies and skills sety'to o33 lS °2_t e 7pm-11pm shift which 15 a
35:1 ratio.

provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychgsocial

Reviewed the tech care plans; Residents
were interviewed to determine the time

well-being of each resident, as determjned by they prefer to be assisted to bed to ensure

resident a_asse;sments and individ'ua[_,ﬁlans of care time management and availably of staff

apd considering the nurpber, _acutiy_,.and L during this time. All times have been

diagnoses of the facility’s resident population in

accordance with the facility assegsment required added to the tech care plan and

at §483.70(e). assignment sheet. (See attached example -
Attachment #1) In-services began on this

§483.35(a)(1) The facility mugt provide services change 03/20/18 thru 03/31/18. (see

by sufficient numbers of eagh of the following attached in-service — Attachment #2)

types of personnel on a 24,hour basis to provide Reviewed CNAs’ process on shower time

?eusrisdlggtcca;;?etgl:::sr'egden s in accordance with management and call light coverage;

(i) Except when waived g/nder paragraph (e) of revised the process which now includes
that each CNA will notify the charge nurse

this section, licensed nyrses; and
(i) Other nursing persgnnel, including but not
limited to nurse aides

when a shower is being given. The in-
service also includes each CNA assisting
each other with call lights. In-services

§483.35(a)(2) E""‘?F?‘-"’“‘?“ waived u_r‘1der began on 03/20/18 thru 03/31/18. (See
paragraph (e) of this section, the facility must attached in-service — Attachment #3)
designate a licensed nurse to serve as a charge
Continue on page 2
TITLE (X6) DATE

S ORATORY DIREGTOR'S OR EROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATU 3 N
&ﬂt{,&a 5 ) ’z’?:(}}') )E}! z"}“f.{/)_‘_L.Sq }1\ ﬁ}/{;/\ 20219
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Any deﬁcjéncy statement ending with an asterisk (*) denotes a deficiency whict{ the institulion may be xcused from correcting providing it i_s determined that
other safaguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsdngahie 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of _oorrectmn are disclosable 14
days foliowing the date these docurnents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued

program parlicipation.
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nurse on each tour of duty.

This REQUIREMENT is not met as evidenced
by:
Based on review of the facility staffing schedules
and interview, the facility failed to provide
sufficient staffing to attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident on 3/11/18 for 1 floor
{5th) of 4 floors reviewed.

Findings include:

Record review of the facility staffing for 3/11/18
revealed 4 Certified Nurse Aides (CNAs) were
scheduled for the 7:00 PM to 11:00 PM shift with
56 residents on the 5th fioor.

' Medical record review of the Quarterly Minimum

Data Set (MDS) dated 1/9/18 revealed Resident
#63 had a Brief Interview for Mental Status
(BIMS) score of 15/15, (cognitively intact), and
required total 1 person assistance for toileting.

lhterview with Resident #63 on 3/12/18 at 8:29
AM in the resident's room on the fifth floor
revealed "...they are not answering the call
light...takes 40-45 minutes to answer and | can't
hold it and wet myself..."

Medical record review of the Quarterly MDS
daled 1/4/18 revealed Resident #54 had a BIMS
score of 13/15, (cognitively intact), and req uired 2
person assistance for bed mobility and transfers.

Interview with Resident #54 on 3/1 3/18 between
2:10 PM and 2:50 PM during the Resident
Council interviews in the Cafe revealed “...this
pass weekend | had to wait to be put in bed...|
usually go to bed between 8:00 PM - 9:00 PM but

"conducted 03/23/18 to assist in identifying

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
) Continued from page 1
F 725 | Continued From page 1 F 725| Follow up staff interviews are being

conducted to ensure the above changes
will assist in making their routine and
assignment more consistent and |
manageable. At time of POC submission,
interviews reveal 11 of 11 5th floor staff
members answered “yes” to the systematic
changes assisting in making their routine
and assignment more consistent and
manageable. Interviews began on 03/21/18
thru 03/31/18. (See attached
Questionnaire with summary results —
Attachment #4)

A resident council meeting was

other residents that may be affected and
ensure the residents are in agreement with
the systematic changes in ensuring
sufficient nursing staff are available for
their care. (See attached Council minutes
— Attachment #5)

The Director of Nursing and the Nurse
Management Team will conduct
unannounced individual resident
interviews and rounds beginning 03/22/18
to assist in identifying other residents that
may be affected and ensure compliance.
The interviews will continue weekly and
will be reported by the Director of
Nursing to the QAPI Commitiee
beginning with the next scheduled
meeting April 10, 2018.

Continue on page 3
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| had to wait and was put to bed between 10:00
PM - 11:00 PM..."

Medical record review revealed Resident #5 was
admitted to the facility on 3/20/15 and readmitted
on 2/20/18 with diagnoses including Chronic
Obstructive Pulmonary Disease, Rheumatoid
Arthritis, Spinal Stenosis, Contracture of
unspecified Ankle and Hand, Major Depressive
Disorder and Anxiety.

Medical record review revealed Resident #5 had
a BIMS score of 13 (cognitively intact). The
resident needed extensive assist with 1 person
for bed mobility, fotal dependent with 2 persons

for transfer.

Interview with Resident #5 on 3/12/18 at 2:48 PM
in the resident's room revealed "...last night | did
not get to bed until 11:00 PM and was told by the
tech (CNA) she had many other people that
needed same care [ did...I normally get to bed
9:00 PM-9:30 PM.."

Interview with CNA#3 on 3/14/18 at 6:00 PM on
the 5th floor revealed they had 4 CNAs on each
shift for the week-end. Further interview revealed
if they are giving showers or taking care of other
residents then the residents had to wait until they
are finished to get care.

Interview with CNA#2 on 3/14/18 at 5:45 PM on
the 5th floor revealed she worked this past
week-end and they had 4 CNAs on the floor for
the 7:00 PM -11:00 PM shift. Further interview
revealed on 3/11/18 on the 7:00 PM-11:00 PM
shift Resident #5 had to wait 45 minutes to be put
to bed because CNA#2 and another CNA were
assisting 2 other residents at the time and

reporting for two additional months.
After three months of reporting, the
QAPI Committee will determine the
reporting frequency thereafter. (See
attached sample interview — Attachment
#6)

The Director of Nursing and
Administrator will conduct additional
Resident Council Meetings beginning
03/23/18 to ensure compliance. The
Council Meetings will continue Semi-
Monthly and will be reported by the
Director of Nursing to the QAPI
Committee beginning with the next
scheduled meeting April 10, 2018. The
Director of Nursing will continue
reporting for two additional months.
After three months of reporting, the
QAPI Committee will determine the
reporting frequency thereafter.
(Attachment #5)

The Director of Nursing and the Nurse
Management Team will conduct call light
studies beginning 03/19/18 to ensure
compliance. The studies will continue
weekly and will be reported by the
Director of Nursing to the QAPI
Committee beginning with the next
scheduled meeting April 10, 2018. The
Director of Nursing will continue
reporting for two additional months.

Continue on page 4
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Continued from page 2
F 725 Continued From page 2 F 725| The Director of Nursing will continue
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Continued from page 3

F 725 | Continued From page 3 l F 725| After three months of reporting, the

couldn't put her to bed as she requested. i QAPI Committee will determine the

Continued interview confirmed Resident #5 had [ reporting frequency thereafter. (See

to wait 45 minutes o be pul to bed and the facility | attached call light study form -

failed to provide adequate staffing to meet the Attachment #7)

needs of the resident.
F 921 | Safe/Functional/Sanitary/Comfortable Environ F921| F921 4/10/18
ss=0 | CFR(s): 483.90(i) - The fan was immediately removed from

_ . - the patient’s room.
§483.90(i) Other Envir onmental Conditions Reviewed cleaning schedules for The fan
The facility must provide a safe, functional, . .
was immediately removed from the

sanitary, and comfortable environment for
residents, staff and the public.
This REQUIREMENT is not metl as evidenced

patient’s room.
Reviewed cleaning schedules for
Housekeeping. Schedules have been

by:

Based on facility policy review, observation and updated to now include thoroughly
interview, the facility failed to maintain a clean inspecting and cleaning fans as needed
environment for 1 of § observed fans on the Sth cach week (See attached cleaning schedule
floor. ;

_ attachment # 8)
Findings include: In-Services began 03/19/18 thru 03/22/18.
(See attached In-Service — Attachment #9)
Review of the facility policy “Infection Control The Housekeeping Manager and/ot
Slandard PrECaUtionS" effective date 1111007 Administrator will monitor fans for 2
revealed "...Environmental Control...Ensure that weeks beginning 03/26/18 to ensure
st il nrert ] e Do Complnnce. Th Hovseeping M
will report to the QAPI Committee

monthly beginning with the next

Observation on 3/12/18 at 3:12 PM in the room of
scheduled meeting April 10, 2018. The

Resident # 5 revealed a table top fan on the bed

side table in operation and directed at the Housekeeping Manager will continue
resident seated in power wheelchair. Further reporting for two additional months.
observatiop revealed Fhe fan grate had a heavy After three months of reporting, the QAPI
accumulation of hanging debris. Committee will determine the reporting

Interview with Assistant Director of Nursing #2 on frequency thereafter.

3/12/18 at 3:19 PM in Resident #5's room
confirmed the fan "was dirty" and was directed Compliance 4/10 /18

toward the resident.
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FOR REHABILITATION & HEALING
March 28, 2018

Donna Smith, PHRRPM
Regional Administrator

MTRO Health Care Facilities
665 Mainstream Drive 224 Floor
Nashville, TN 37243

Ms. Smith,

Please find plan of correction for Health and Life Safety Survey conducted March 12-
14. Please feel free to contact me if you have any questions.

Respectfully,
Pamela Bishop RNC, LNHA

Administrator
Trevecca Center for Health and Rehabilitation

615-808-1122

329 Murfreesboro Pike ¢ Nashville, TN 37210 * P: 615-244-6900 * TreveccaCenterRehab.com
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TECH CARE PLAN

4 (
NAME:
ROOM:

RESTRAINTS/SUPPORTIVE DEVICE: (view entire order in ECS)

RESTRAINT ALTERNATIVE: (B) rear anti tippers on wheelchair
SUPPORTIVE/POSITIONING DEVICE: when in wheelchair

OXYGEN REQUIREMENTS: (Wil only print if ordered)

LAUNDRY:
TRANSFERS/MOBILITY: ey
ESIDENT TRANSFER Requires one o two aide assist for
NSTRUCTIONS: transfers, Stand up lift wiverbal cues
tostandon L LE
AMBULATION: Nonambulatory
MOBILITY: Wheelchair Footrest used for safety
Footrest used for transportation
SPECIAL INSTRUCTIONS: See picture/diagram for placement of

stump shrinker

BATHING PREFERENCE:

|Shower: M, W, F 117

Eed Bath: T,TH, 8 11-7

BATHING SPECIAL INSTRUCTIONS:

Ese personal soap/body wash for bathing
no preference for duration

PREVENTATIVE/IPROTECTION:

PREFERENCE OF MEAL LOCATION/TIMES:

B Dinning Roem / 7:05am

L Dinning Room / 11:30am

S Dinning Room / 5:10pm

DIET/SUPPLEMENTS/FLUID RESTRICTION:

ncourage use of: ROHO Cushion when oob in wic

DIET: - NCS Double eggs @ brkfst VEGx2@ L&D

onitor, Turn and Reposition g 2 hours for pressure reduction.
ursing to encourage elevation of heels on pillows while in bed
ycem in: Wheelchair

SWALLOWING RECOMMENDATIONS:

SPECIAL REQUESTS:

parly a.m. get up,(bed 7:30 piri-8:C

COMNNICATION RECOMMENDATIONS:

.pingo, religious activities, community outings, evening activities,

FOOD ALLERGIES:

exercise, and entertainment

TARGETED BEHAVIORS/REDIRECTION TECH:

ELIMINATION:

P‘OILETING SCHEDULE: PROMPTED TOILETING

VISION/HEARING/DENTAL:

Vision:MISION: Vision adequate prior to admission Wears glasses

HearingtH EARING: No problems hearing

TeethTEETH: Upper dentures Lower dentures both

Trevecca Health and Rehab, NASHVILLE, 03/22/2018 03:04 PM, Page 1 (End)

Tech Care Plan
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Name:

Date:

Sufficient Staffing Ratio Questionnaire

1) Do you feel that adding residents’ preference for bed time fo the Tech Care Plan will
assist in making your routine and assignment more consistent and manageable? (Times
have been added based on every resident’s preference with a 30 minute window either

@“j’é_f‘ __No, if No please explain

2) After the in-service on receiving shower time/call light assistance from the charge nurse
and fellow CNAs do you feel this will assist in making your routine and assignment more

manageable?

‘ k S Ji¥es' No, if No please explain




Resident Council Call Bell Improvement Group Minutes

Residents in Attendance:

o e A Ei_,i /IL{Q/I/‘:,L/)'-Vj “‘pr Thmmaas

This meeting is facilitated by: ‘Hz:g,m Sf_ lw Ql{,(,r:.) Si ('DC)J\]}

The minutes are recorded by:  Coq 05 W) (At DJ/L\
C/g\a/v\.g%z toy Low cafllse s o M\_We/'l.«bog_ i
g Rosmonted. 3118

How have call bells been in the past month? ('U-’UJK« W W
Svetdl -“old bas ' - -

Apconple Wm,m .01,3,&}- Yooy Gl MM_JWW J{Jué__
Hat vnpe. Ao I.’J-— 14 sty Lo a&&zﬂl—

Have you been getting to bed during your preferred time? Cpaat reahe, hes uw\galy\
TJ‘\M“WWW geod d osde rrc:mfﬁ-'.éac.cﬂ.»

Lotturen, 79 aﬁa%u_sm—_@mﬂ M,qu 7"
_‘L{W\a’-‘ “Thine w&ﬁwmmﬁﬂg—m
MM,P«;W £ W—nw_ﬂr@. q"

Any other questions/comments/concerns regarding call bells?

HWM\?’— QAG08  Bseeann a. LiTAL0. nare. cﬂLLL&,rL,LUL Zor QU('

N

"

_&'m..;.&g.i&m;a- 1A A 'v'ﬂ‘r\-c_ﬁ_,ﬂmf“i Lol aﬂ_,a.mmaa Sata adygyve. <t

Qotr e ™
T_O‘\:W'”WA:O’ MWMM,&WWU‘ Aot
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Resident:

Date:

Resident Satisfaction Survey

POC 2018

1) Do you thirk that call light response times have improved?

Yes No, If No, please explain

2) Have you been assisted to bed at the time you prefer?
Yes No, If No, please explain




Aecin oot

# ]

CALL LIGHT STUDY AUDIT
QAPI/POC 2018
DATE UNIT TIME CALL CALL RESIDENT
‘ | LIGHTON | LIGHT OFF | SATISFACTION
3 .98 T G | 000 | DF12Am__|OF o fiit (@) [ateds med.
2018 | B9 g (pFUSan | 0755 l0beh (3 ks
2.9.19 O | (22lpm | [223pn _|[Z23Z0n (@) ] fieds met.,
| 2.19.18 N e | 5pm | L2Boen  [1X TFpee | Sadicred.
- 2,\q4H R G | Z0rom | 2iobem | D13pm  |neds vl
23,1918 4 v 22U | 3:153om | B ‘Sﬁ&a SQIMML 2
2.19-[3 U e | U Bom | U 29pm | 4 SHpm ety wed
2. 1G.16 for | 5 0pm | B\ 2igmy [52280m t:nhx,wu' [ weids wd.
3.09.18 2% oy | Bizopea | 8. 2law | B:Zlogw | s
1. 0.8 - ﬁuw G:popem | A p4pm [T ilpm needn sk
7 .13 d¥ fu | §10om q:NBom | A'S2omh [ netds et
7413 % e | 10igopen | 103 Zom o> Mpra | perds i
2.70.48 8 fur | US| 514%am | 5 SHane 9 woedd
3.204% 39 v | fooopn | p:03AmM 6208w faisdied? .
2,204 W G | 4 S | b (P |23 (2 1D plf)
2:14.18 & o | [Bomn | b BYewr | YO A Sichsgied
2 10.19 2 ppr | 2:5Tpm | s:03m | BiIBpm | wieds i
| S 208 3¢ oy 4 0o v hpm e ltmlw .
47019 WS Qo | W 2% | Kibmn [Wwa g leedd
2.2013 5% G | STen | Shpmn  |S2uen  [nwed [schyid .
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Machmens #9

SUMMARY REPORT OF MEETING

Trevecca Health Care Center

Type of Meeting: ‘m Department Committee  Other:

N .
Presented By: = Credentials Date: _3-19-(€  Time: _JO: SO A
Method of Presentation: Demonstration Film Handout

Subject(s) Covered;

Participant’s Reaction: \n

Steond Tty UmdaaStand Pwceduag Wornims
,@ Summary and Contlusion:

Attendance Record
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Fan Cleaning Schedule

~

-

L SO

KON

0

Date Rooms Fan - Yes/No? [Cleaned Date Rooms Fan - Yes/No? |Cleaned
3/19/2018|1A 16A
1B 16B
2A 17A
2B 178
3A 18
3B 19A
4A 198
4B 3/22/2018/20
5A 21A
58 21B
6A 22
6B 23A
7A 23B
7B 24
3/20/2018 |8A 25A
8B 25B
9A 26A
9B 268
10A : | 3/23/2018|27A
108 ! 278
[11A { 28A
; 118 | 288
E 12A 29A
| 128 298
13A 30A
|13B 308
[14A 31A
14B 318
3/21/2018|15A [ 32A
158 { 32B




WEEKLY FAN CLEANING .

All floors will do weekly fan cleaning until all fans have been cleaned and meet
requirements for cleaning. Any new fans that are brought into the facility with
New Admissions will be cleaned upon admission. All staff will be In-serviced on
proper cleaning of fans. Any fans that need to be taken apart will be taken to
maintenance and then clean with the air tank. All fans will then be placed on a
monthly Fan Cleaning Schedule.
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F 000 | INITIAL COMMENTS F 000

A recerification survey and complaint
investigation #43566 were completed on 3/12/18
to 3/14/18 at Trevecca Center for Rehabilitation
and Healing, LLC. No deficiencies were cited
related to the complaint investigation.
Deficiencies were cited for the recertification
gurvey under 42 CFR PART 483, Requirements
for Long Term Care Facilities.

F 725 | Sufficient Nursing Staff F725|F725 4.10-2018
s9-D | CFR(s): 483.35(a)(1)(2) Staffing patterns and job responsibilities
§483.35(2) Sufficient Staff for 5th floor CNAs were reviewed. In
The facility must have sufficient nursing staff with rc‘;;zw of SLafﬁng there we;ﬁ é LI;I,\I;STDd 4
the appropriate competencies and skills sets to 523 ls ori_t e 7pm-1lpm shift whichisa |
.33:1 ratio.

provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial

Reviewed the tech care plans; Residents
were interviewed to determine the time

well-being of each resident, as determined by they prefer to be assisted to bed to ensure

;enﬂdfonlzs?s:ﬁﬁgr?t?:t:uﬁgelp(gzlf'r[l;(a;lﬁgms of care time management and availably of staff

diagnoses of the facility's resident population in d:ilgll?ig thl;um el‘l Al tmiles ha:;e been

accordance with the facility assessment required added to the tech cate p/an an

at §483.70(e). assignment sheet. (See attached example —
Attachment #1) In-services began on this

§483.35(a)(1) The facility must provide services change 03/20/18 thru 03/31/18. (see

by sufficient numbers of each of the fallowing attached in-service — Attachment #2)

types of personnel on a 24-hour basis to provide Reviewed CNAS’ process on shower time

nursing care to all residents in accordance with d call ligh .

resident care plans: ma?agcment and call lig t coverage;

(i) Except when waived under parag raph (e) of revised the process which now includes
that each CNA will notify the charge nurse

this section, licensed nurses; and
(ii) Other nursing personnel, including but not
limited to nurse aides.

when a shower is being given. The in-
service also includes each CNA assisting
each other with call lights. In-services

§483.35(a)(2) Except when waived under began on 03/20/18 thru 03/31/18. (See
paragraph (el) of this section, the facility must R ttiche 1 in.service — Attachment #3)
designate a licensed nurse to serve as a charge
Continue on page 2
TITLE {X6) DATE

ABORATORY DIREGTOR'S OR PROVIDER/SYPPLIER REPRESENTATIVE'S SIGNATU E 5
? Wg /Df 'r > ﬁ)(ﬁ’i.{/mﬂq }\ﬁbr‘v'“\ 29219

¢ e 1 b
L0 L8}
Any deﬁc}éncy statement ending with an asterisk (*) denotes a deficiency whiclt the institution may be bxcused from correcting providing it is determined that
other safeguards pravide sufficient protection to the patients. (See instructions.) Except far nursing homes, the findings stated above are dlsclo§able 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of _oorrectlon are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction Is requisite to continued
program patrticipation.

F(;;-?;A CM.S-'Z?W(O-_Z-BQ) P_r;v-ious Verslons Obsolele Event 10:624211 Facility ID: TN1928 If contlnuation sheet Page 1 of §
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NAME OF
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nurse on each four of duty.

This REQUIREMENT is not met as evidenced
by:
Rased on review of the facility staffing schedules
and interview, the facility failed to provide
sufficient staffing to attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident on 3/11/18 for 1 floor
(5th) of 4 floors reviewed.

Findings include:

Record review of the facility staffing for 3/11/18
revealed 4 Certified Nurse Aides (CNAs) were
scheduled for the 7:00 PM to 11:00 PM shift with
56 residents on the 5th floor.

| Medical record review of the Quarterly Minimum
Data Set (MDS) dated 1/9/18 revealed Resident
#63 had a Brief Interview for Mental Status
(BIMS) score of 15/15, (cognitively intact), and
required total 1 person assistance for toileting.

lnterview with Resident #63 on 3/12/18 at 8:29

| AM in the resident's room on the fifth floor

| revealed "...they are not answering the call

| light...takes 40-45 minutes to answer and | can't
| hold it and wet myself..."

Medical record review of the Quarterly MDS
dated 1/4/18 revealed Resident #54 had a BIMS
score of 13/15, (cognitively intact), and required 2
person assistance for bed mobility and transfers.

Interview with Resident #54 on 3/13/18 between
2:10 PM and 2:50 PM during the Resident
Council interviews in the Cafe revealed “...this
pass weekend | had to wait to be put in bed...I
usually go to bed between 8:00 PM - 9:00 PM but

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
) Continued from page 1
F 725 Continued From page 1 F725| poliow up staff interviews are being

conducted to ensure the above changes
will assist in making their routine and
assignment more consistent and
manageable. At time of POC submission,
interviews reveal 11 of 11 5th floor staff”
members answered “yes” to the systematic
changes assisting in making their routine
and assignment more consistent and
manageable. Interviews began on 03/21/18
thru 03/31/18. (See attached
Questionnaire with summary results -
Attachment #4)

A resident council meeting was
conducted 03/23/18 to assist in identifying
other residents that may be affected and
ensure the residents are in agreement with
the systematic changes in ensuring
sufficient nursing staff are available for
their care. (See attached Council minutes
— Attachment #5)

The Director of Nursing and the Nurse
Management Team will conduct
unannounced individual resident
interviews and rounds beginning 03/22/18
to assist in identifying other residents that
may be affected and ensure compliance.
‘The interviews will continue weekly and
will be reported by the Director of
Nursing to the QAPI Committee
beginning with the next scheduled
meeting April 10, 2018.

Continue on page 3

FORM CMS-2567(02-98) Previous Versions Obsolete

Event 1D:624211
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Continued from page 2
Pz Continued f:rom page 2 F 725| The Director of Nursing will continue
{ had to wait and was put to bed between 10:00 reporting for two additional months.
PM - 11:00 PM... After three months of reporting, the

QAPI Committee will determine the
reporting frequency thereafter. (See
attached sample interview — Attachment

Medical record review revealed Resident #5 was
admitted to the facility on 3/20/15 and readmitted
on 2/20/18 with diagnoses including Chronic

Obstructive Pulmonary Disease, Rheumatoid #6)

Arthritis, Spinal Stenosis, Contracture of The Director of Nursing and

ut:\spec:iﬁed Ankle and Hand, Major Depressive Administrator will conduct additional

Disorder and Anxiety. Resident Council Meetings beginning

Medical record review revealed Resident #5 had 03/23/ 1 iy e c,ompha_nce‘ i
Council Meetings will continue Semi-

2 BIMS score of 13 (cognitively intact). The
resident needed extensive assist with 1 person
for bed mobility, fotal dependent with 2 persons

Monthly and will be reported by the
Director of Nursing to the QAPI
Committee beginning with the next

for transfer.
o . _ scheduled meeting April 10, 2018. The
!nlerwew_w:th .Reswient#5 on 3{12!1 8 at 2:48 PM Director of Nursing will continue
in the resident's room revealed "...last night [ did rtine for two additional th
not get to bed until 11:00 PM and was told by the reporting for two additiona’ momis.
tech (CNA) she had many other people that After three months of reporting, the
QAPI Committee will determine the

needed same care | did...| normally get to bed

9:00 PM-9:30 PM..." reporting frequency thereafter.

(Attachment #5)
Interview with CNA #3 on 3/14/18 at 6:00 PM on The Director of Nursing and the Nurse
the 5th floor revealed they had 4 GNAs'on oaeh Management Team will conduct call light
shift for the week-end. Further interview revealed tudies beginning 03/19/1
if they are giving showers or taking care of other SHIHCSIBC SIS /18 to ensure
compliance. The studies will continue

residents then the residents had to wait until they

are finished to get care. weekly and will be reported by the

Director of Nursing to the QAPI

Interview with CNA#2 on 3/14/18 at 5:45 PM on Committee beginning with the next

the 5th floor revealed she worked this past scheduled meeting April 10, 2018. The i

week-end and they had 4 CNAs on the floor for . . . =

the 7:00 PM -11:00 PM shift, Further interview Director of Nursing will continue
reporting for two additional months.

revealed on 3/11/18 on the 7:00 PM-11:00 PM
shift Resident #5 had to wait 45 minutes to be put
to bed because CNA #2 and another CNA were

Continue on page 4

assisting 2 other residents at the time and
Event 1D:624211 Facility 1D: TN1928
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Continued from page 3

F 725 | Continued From page 3 | F725| After three months of reporting, the
couldn't put her to bed as she requested. ' QAPI Committee will determine the
Continued interview confirmed Resident #5 had reporting frequency thereafter. (See
to wait 45 minutes to be put to bed and the facility attached call light study form -
failed to provide adequate staffing to meet the Attachment #7)
needs of the resident.

F 921 | Safe/Functional/Sanitary/Comfortable Environ F 921| F921 4/10/18

ss=D | CFR(s): 483.90() ' The fan was immediately removed from

. , o the patient’s room.
§483.90(i) Other Environmental Conditions 5 . i i
The faci![ity must provide a safe, functional, Rev1_e wed cl'eamng schedules for The fan
was immediately removed from the

sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

patient’s room.
Reviewed cleaning schedules for
Housekeeping. Schedules have been

Based on facility policy review, observation and updated to now include thoroughly
inte_rview, the facility failed to maintain a clean inspecting and cleaning fans as needed
environment for 1 of § observed fans on the Sth cach week (See attached cleaning schedule
floor.
— attachment # 8)
Findings include: In-Services began 03/19/18 thru 03/22/18.
(See attached In-Service - Attachment #9)
Review of the facllity policy “Infection Control The Housekeeping Manager and/or
S{andard Precaulions" effECtiVe date 1111/07 Administrator Wﬂl monitor fans for 2
revealed "...Environmental Control...Ensure that weeks beginning 03/26/18 to ensure
environmental..equipment and other frequently li The Housekeeping M
h urfaces o ropriately cleaned...” compliance. The Housekeeping Manager
fokiched suriaces are appop Fone will report to the QAPI Committee

monthly beginning with the next

Observation on 3/12/18 at 3:12 PM in the room of
scheduled meeting April 10, 2018. The

Resident # 5 revealed a table top fan on the bed

side table in operation and directed at the Housekeeping Manager will continue
resident seated in power wheelchair. Further reporting for two additional months.
obsewatlop revealed j:he fan grate had a heavy After three months of reporting, the QAPI
accumulation of hanging debris. Committee will determine the reporting

Interview with Assistant Director of Nursing #2 on frequency thereafter.

3/12/18 at 3:19 PM in Resident #5's room
confirmed the fan "was dirty" and was directed Compliance 4/10/18

toward the resident.
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acvivwe e o (

TECH CA RE PLAN NAME:

ROOM:

RESTRAINTS/SUPPORTIVE DEVICE: (View entire order in ECS)

RESTRAINT ALTERNATIVE: (B) rear anti tippers on wheelchair
5UPPORTIVE/POSITIONING DEVICE: when in wheelchair

LAUNDRY: OXYGEN REQUIREMENTS: (Wil only print if ordered)

I-acility

TRANSFERS/MOBILITY:
RESIDENT TRANSFER
NSTRUCTIONS:
to stand on LLE
AMBLILATION: Nonambulatory
MOBILITY:

SPECIAL INSTRUCTIONS:

Requires ane to two aide assist for

transfers, Stand up lift w/verbal cues BATHING PREFERENCE:

|ﬁwer: M, W, F 11-7

Wheelchair Footrest used for safety EEEd Bath: T,TH,§ 11-7

Factrest usediontrghsporigion BATHING SPECIAL INSTRUCTIONS:

stump shrinker

See picture/diagram for placement of t’se personal soap/body wash for bathing
|

o preference for duration

PREVENTATIVE/PROTECTION:

PREFERENCE OF MEAL LOCATION/TIMES:

B

L
S

Dinning Room / 7:05am

{inning Room / 11:30am

Dinning Room / 5:10pm

DIET/SUPPLEMENTS/FLUID RESTRICTION:

Encourage use of: ROHO Cushion when oob in w/c

DIET:- NCS Double eggs @ brkfst VEGx2@ L&D

Monitor, Turn and Reposition g 2 hours for pressure reduction.
Nursing to encourage elevation of heels on pillows while in bed

ycem in: Wheelchair

SWALLOWING RECOMMENDATIONS:

SPECIAL REQUESTS:

Jearfy a.m. get up, (bed 7:30/pm-8:00 pim; may wear briefs in the bed

COMMNICATION RECOMMENDATIONS:

mego religious activities, community outings, evening activities,

FOOD ALLERGIES;

pxermse and entertainment

| TARGETED BEHAVIORS/REDIRECTION TECH:

ELIMINATION:

TOILETING SCHEDULE: PROMPTED TOILETING

VISION/HEARING/DENTAL:

Vision:VISION: Vision adequate prior to admission Wears glasses

HearingHEARING: No problems hearing

TeelhTEETH: Upper dentures Lower dentures both

Trevecca Health and Rehab, NASHVILLE, 03/22/2018 03:04 PM, Page 1 (End)

Tech Care Plan
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SUMMARY REPORT OF MEETING

Trevecca Health Care Center

Type of Meeting: (‘\ Departn@%nt c«amr@ittee Other: i
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Machoment # 5

Name: -

Date:

Sufficient Staffing Ratio Questionnaire

1) Do you feel that adding residents’ preference for bed time to the Tech Care Plan will
assist in making your routine and assignment more consistent and manageable? (Times
have been added based on every resident’s preference with a 30 minute window either

@"‘?&_g _No, if No please explain

2) After the in-service on receiving shower time/call light assistance from the charge nurse
and fellow CNAs do you feel this will assist in making your routine and assignment more

manageable?

( i ! Ve No, if No please explain
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Resident Council Call Bell Improvement Group Minutes

Residents in Attendance:

Svued o : ’f‘(e/m% “’POI Thawaa Y

This meeting is facilitated by: "HCLM/_A-« SE [M % g (D&M}

The minutes are recorded by:  Coq 0o . ) (A ’D_L/L\

%fvgxfa- X how Ccaflbse Uy o oomairtrtsd s

o emornted 318

How have call bells been in the past month? (reede W/C‘/L' Q}www\)

St fl - “&mmmmm Ao bhont bsten. ymro.

Aot el WMMJ ﬂm,u- Tortrs Qoal MA.ULM lw—w-huu:huar_

Kot vnpre. dhon. 12- f‘:‘w&vﬂa"_ﬁ:_&afu—__g.&j-

Have you been getting to bed during your preferred time? Cpaat Awreehe Smeso U"-""’*’L&\
Thummeosn Lok ek wza aspd L osle ro co~ Lo tfoed.

Go Ao Boed foctiurern §-¢9 Wm&?f%m A wma G0

Any other questions/comments/concerns regarding call bells?
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Resident:

Date:

Resident Satisfaction Survey

POC 2013

1) Do you think that call light response times have improved?

Yes No, If No, please explain

2) Have you been assisted to bed at the time you prefer?

Yes No, If No, please explain
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SUMMARY REPORT OF MEETING

Trevecca Health Care Center

Type of Meeting: epartment Committee  Other:

. .
Presented By: UU\%M.U:. Credentials Date: 3 -19-[¢ Time: Q! SO A
Method of Presentation: Demonstration Film Handout

Subject(s) Covered;

Participant’s Reaction: ( lgﬁ Q
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Fan Cleaning Schedule

Date

Rooms

Fan - Yes/No?

Cleaned

Date

Rooms

Fan - Yes/No?

Cleaned

3/19/2018

1A

16A

1B

16B

2A

17A

2B

17B

3A

18

3B

15A

4A

198

4B

3/22/2018

20

5A

21A

21B

6A

22

6B

23A

7A

23B

7B

24

3/20/2018

8A

25A

8B

25B

9A

26A

9B

26B

10A

3/23/2018

27A

10B

278

[11A

28A

118

28B

12A

29A

128

29B

13A

30A

13B

308

14A

31A

14B

31B

3/21/2018

15A

32A

15B

32B
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WEEKLY FAN CLEANING .

All floors will do weekly fan cleaning until all fans have been cleaned and meet
requirements for cleaning. Any new fans that are brought into the facility with
New Admissions will be cleaned upon admission. All staff will be In-serviced on
proper cleaning of fans. Any fans that need to be taken apart will be taken to
maintenance and then clean with the air tank. All fans will then be placed on a
monthly Fan Cleaning Schedule.
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